A 53-year-old uncircumcised man presented with a one-week history of a painful swelling on the ventral aspect of the corona of his penis. He had first noticed a nontender swelling in that region one month previously. He denied any urinary symptoms or urethral discharge. On examination the distal third of his penis was grossly swollen and tender, and the foreskin could not be retracted. There was no inguinal lymphadenopathy and tests for sexually transmitted diseases were negative. He was treated initially with intravenous antibiotics followed by local excision. The histology of the lesion is depicted in figure 1. The diagnosis is pilonidal abscess of the penis which is due to infection in an existing pilonidal sinus. Pilonidal sinus of the penis was first described by Bervar et A 50-year-old woman was referred with a six-week history of shortness of breath on exertion, and swelling of her arms and face. Thirty months earlier, an incidential chest X-ray had shown right hilar and mediastinal lymphadenopathy with clear lung fields (figure 1). She was a nonsmoker whose cousin had recently been diagnosed as having pulmonary sarcoidosis. Heaf and Kveim tests had been performed and were negative.
She was followed up for one year in which time serial chest X-rays remained unchanged. At this point, a nasal biopsy was performed and was reported as showing 'numerous epithelioid granulomas consistent with sarcoidosis'. Once again, serial chest X-rays were performed which remained unchanged for a further 16 months. At the time of referral, she had been on prednisolone therapy (45 mg daily) for eight weeks. A fine needle aspiration of a supraclavicular lymph node performed the week before referral had been 'consistent with sarcoidosis'. Her chest X-ray on referral is shown in figure 2. 
